During the six-month period from July 1st, 1958, through December 31st, 1958, 1,241 patients were discharged from the four medical wards. Resident physicians requested psychiatric consultation on 101 patients. During the same period the nurses checked 91 patients as 'markedly' disturbed, but only 36 of them were checked as 'markedly' disturbed by the nurses and were also asked to see a psychiatrist by the resident physician. Thus, 65 of 101 patients requested by their physicians to see a psychiatrist were not checked by the nurse as 'markedly' disturbed, while the psychiatrist was not asked to see 55 of 91 patients selected as 'markedly' disturbed by the nurse. The thirty-six patients who were identified as disturbed by both nurse and physician, formed an 'overlap' group.
The head nurses checked as severely disturbed a fair sample of the more elderly of the ward population. In contrast, the internes referred for psychiatric consultation significantly more patients under 50 years of age than were represented in the whole population of the medical wards (P < .01). The 'overlap' group also contained significantly more patients under 50 years of age, Table I .
Both internes and nurses selected a fair sample of the ward population by sex. The internes referred for consultation a representative sample by colour. The nurses, however, checked significantly fewer Negro patients than were present on the wards during the six-month period of the study (P < .01).
Psychiatric and medical diagnoses were recorded on all patients referred for consultation. The medical records of the patients checked as 'markedly' disturbed by the head nurses were reviewed. While Johns Hopkins it was not possible to assign a diagnosis 212 The suggestion was made in earlier publications that disturbed behaviour on a medical or surgical ward became identified as such when it began to disturb the attending doctor or nurse (1, 2, 3) . Since the relation between a doctor and his patient differs from that between a nurse and her patient, difference might be anticipated in the type of behaviour each would identify as emotionally disturbed. We report on some of these differences in this study.
By coincidence, during the time that one of us (M.W.) was answering the requests for psychiatric consultation from the medical house staff (chiefly the internes) on four public medical wards of the Johns Hopkins Hospital, the head nurse on each of the wards, at the request of the hospital's Operations Research Section, made daily reports on her patients, indicating among other things whether each patient was either 'mildly' or 'markedly' emotionally disturbed. They made their ratings independently. We learned of them after the period covered by this report. In keeping with the design of the Operations Research project, the 'mildly' emotionally disturbed were discarded from statistical analysis; only those patients checked as 'markedly' disturbed are included in the report. It is likely that the behaviour of patients in the 'markedly' disturbed category would be unmistakably deviant from normal. We have assumed for the purpose of this study that any patient on whom a psychiatric consultation is requested by his attending physician, would also have demonstrably disturbed behaviour.
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2Associate Professor of Psychiatry. University. Baltimore, Maryland. of functional psychiatric disorder to the latter group, the presence of organic brain syndrome could in many instances be made. Organic brain disease was inferred if the interne diagnosed delirium tremens; hepatic, uremic, or diabetic coma; cerebral atrophy, etc., or if the notes indicated the patient was confused, shouting, unable to feed himself, incontinent, etc. The number of cases so identified represents the minimum of such cases in the group. Significantly more brain-damaged patients were checked by the nurses than were referred by the house officers, Table II . Over 60 per cent of the patients checked by the head nurses were brain damaged, whereas less than 30 per cent of those selected by the house staff for psychiatric consultation were so diagnosed. (P < .01).
Among patients checked as disturbed by the head nurses, 17.6 per cent died during the hospitalization in question; in contrast only 3.1 per cent of those referred for psychiatric consultation died, confirming that the nurses group was more severely physically ill, Table III . The mortality rate in the nurses' sample of patients does not, however, deviate significantly from the over-all mortality for the medical wards (17.7 per cent of 2,132 patients died during the period July 1st, 1958, through June 30th, 1959). Those selected for psychiatric consultation by medical house staff had a significantly lower mortality rate.
Discussion
In the samples of emotionally disturbed patients independently selected by doctors and by nurses from a population of 1,241 patients, there was agreement between them in about one-third of cases. The resident physicians selected for psychiatric consultation a representative sample of the whole population by sex and colour, but a significantly younger group than in the general population of the medical wards. Head nurses checked as 'markedly' disturbed a representative sample of the total ward population by age and sex, but significantly fewer Negro patients.
Our data suggests that the older braindamaged patient is a 'problem patient' for the nurses, and much less of a problem for the medical house officer. Over 60 per cent of patients checked by nurses as 'markedly' disturbed had organically impaired brain function, and 17.6 per cent died. In contrast less than 30 per cent of patients selected by medical residents were brain damaged, and only 3 per cent died. These facts are consistent with an informal but highly relevant 'diagnosis' made by nurses in describing a patient as a 'sundowner',-i.e., an often elderly and brain-damaged person whose disturbed behaviour appears chiefly at night,-at which time he is a major problem for a numerically reduced nursing staff but a minor problem for the physician.
Selection of a significantly younger group of patients for psychiatric referral is related, we speculate, to referral of 'good candidates' for psychotherapy. These patients posed problems of differential diagnosis and therapeutic management and in this sense intruded themselves as 'problem patients' for the conscientious physician. They frequently presented no problems to the nursing staff and we surmise were therefore not recorded as 'markedly' disturbed. The quietly depressed patient whose behaviour is unremarkable is the patient whose often painful emotional disturbance is missed by both physicians and nurses, precisely because it does not intrude itself on their adequate functioning in their respective roles.
The decision to transfer a disturbed patient to psychiatric facilities is, of course, a crucial one. Seven patients from the group studied were transferred to a psychiatric hospital during the six-month period, five were men with either chronic brain syndrome due to alcohol or age, or general paresis, one of the women was diagnosed as having chronic brain syndrome with neurosyphilis, the other as paranoid schizophrenia. All except the last mentioned were in the 'overlap' group; the latter was transferred as an emergency and not seen by our service. The rate of transfer is in line with the average for the five-year period 1957-62 ... i.e., 0.41 per cent of the total population of the medical wards(4).
Summary and Conclusions 1) Doctors and nurses selecting emotionally disturbed patients from the same population concurred in only about onethird of cases.
2) Nurses tended to select more seriously ill patients with organically impaired brain function, while the resident physician selected younger, less seriously ill patients.
3) These discrepancies are best understood in terms of how the patient's total pattern of behaviour intrudes itself and provokes uncertainty in the different roles of physician and nurse. 
